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MEDICAL TREATMENT OF GASTRIC ULCER. 
By Samuel W. Lambert, M.D., 

OF NEW YORK. 


Ulcer of the stomach has always existed and physicians have 
always treated it, but an accurate knowledge of its pathology and 
a rational understanding of its treatment date back less than , a 
hundred years. There is probably a medical treatment of gastric 
ulcer as old as Hippocrates, and it is customary to credit the Father 
of Medicine with a knowledge of this disease. It is true that he 
described a morbus niger characterized by black vomit, melsena, 
darkened skin, pain after eating, and loss of flesh and strength, 
and that he prescribed a diet of milk, sweet and fatty foods, absten¬ 
tion from wine, salt, and spices, further advising bloodletting and 
mild cathartics, with avoidance of exercise and exposure to the 
heat of the sun. But such a description and such alleviative meas¬ 
ures apply equally well to certain cases of cancer, or of hepatic cir¬ 
rhosis, or to other causes of gastric hemorrhage, and it seems doubt¬ 
ful if ulcer of the stomach was known as a distinct disease before 
the last half of the eighteenth century. At all events, it was the 
epoch-making publications of Cruveilhier in the 30’s which placed 
this disease on the firm modern basis of pathology, and first gave 
an opportunity for a scientific therapeusis, which Cruveilhier was 
also the first to formulate. 

The indications for such a treatment depend on the general and 
local conditions present in those afflicted with the disease. The 
patient is usually anaemic and, because of partial starvation, 
below the normal standard of nutrition. In certain cases he is a 
sufferer from severe nervous symptoms. The stomach, in addition 
to the ulcer, is the seat of a grave functional disturbance, as is 
evidenced by hyperacidity, with more or less stagnation of food, 
and by irritability, with vomiting, nausea, and pain. A serious 
or even fatal complication in the form of a hemorrhage or a per¬ 
foration of the ulcer is a possibility and constant menace to the 
life of the patient. But the principal fact to be remembered in 
treating ulcer of the stomach is that there is no specific and that 
the ulcer heals through the power of repair in the body. The 
therapeutic indications may be formulated thus: 

I. To assist nature in the process of repair. 
a. By regulating the diet. 

1. To protect the ulcer from mechanical injury and 

consequent further extension of the ulceration. 

2. To keep the ulcer at rest, 
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b. Bv administration of drugs. 

1. To stimulate cicatrization. 

2. To cover and protect the ulcer from chemical irrita¬ 

tion. 

3. To neutralize the gastric acidity whether due to the 

normal acid or to any of the abnormal acids of 

fermentation. 

c. By improving the general health by careful feeding and 

hygiene. 

II. To prevent loss of flesh and strength by feeding through 
other channels than the stomach. 

III. To combat individual symptoms and complications as they 
arise. 

The two cardinal points in every ulcer cure and regimen are 
rest and milk diet. The oldest treatment consisted of the regula¬ 
tion of the diet, and dates back to Cruveilhier, who advocated, in 
1838, a diet of milk exclusively, to be given in small amounts and 
at frequent intervals, and milk still remains the best food in these 
cases. But rest is, perhaps, the more important of the two, and 
was first proposed in the 50’s by Brinton, of London, who made 
it a feature of the treatment which was formulated by him. But 
the final adoption of rest as an essential in all ulcer cures is due to 
the careful presentation of this subject by Leube in the 70’s and 
io the influence of von Ziemssen, which was exerted in a publica¬ 
tion made about the same time. All such patients should be 
put to bed and kept there for such a period that the character¬ 
istic pain and tenderness consequent upon the taking of a mild 
but varied diet shall no longer appear. This means that a suffi¬ 
cient period must elapse to allow the patient to pass through the 
various stages of stomach starvation, milk diet, fluid diet of broths 
and milk, diet of fluids, eggs, bread, butter, cereals, and lighter 
meats. The rest cure for cases of gastric ulcer does not mean such 
an absolute isolation as is indicated for the more serious forms of 
neurasthenia. It is sufficient that these patients stay in bed and 
give up all business cares and worries. They may see their friends 
and the members of their family in frequent short visits; they may 
be entertained by reading and games, and they may receive letters 
and even write short replies. During the “rest” they should 
receive daily alcohol spongings and baths, and mild forms of 
massage to the arms, legs, and back will improve their general 
condition. The duration of this rest cure will rarely be prolonged 
beyond six weeks. 

In addition to this general rest a local rest for the stomach and 
the ulcer itself is indicated, and this brings one to the second car¬ 
dinal point: the regulation of the diet. As soon as the “cure” is 
begun and the patient is settled in bed, a period of absolute absten¬ 
tion from food by the stomach should be inaugurated. Nothing but 
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water and pieces of ice should be swallowed. The feeling of hunger 
caused by the stomach starvation becomes blunted within a couple 
of days, but thirst is very troublesome and water must be allowed. 
Both the loss of nourishment and the loss of fluid may be supplied 
in some measure by nutrient and saline enemata, although these 
are poor substitutes and cannot be continued indefinitely. The 
first week of such treatment is a severe tax on the patience and 
the confidence of the patient, but some period of starvation by 
the stomach seems wise, and even in the milder cases the cure will 
be more certain because of it. 

Nutrient enemata were used in the treatment of gastric ulcer by 
Brinton in conjunction with his rest cure. They are undoubtedly 
a great assistance in keeping up the strength of the patient. The 
method of using is to give the patient daily, in the morning, a high 
lavage of the colon, say of four quarts of normal saline solution. 
After a rest of at least an hour the regular nutrient enemata may 
be begun, and may be continued at intervals of four hours during 
the day. Three, or at most four, such enemata may be given dur¬ 
ing the twenty-four hours. Each enema should not exceed four 
ounces in bulk, and may consist of egg, milk, or meat-broths, or 
of combinations of these foods. All the foods so used should be 
predigested to a degree of complete peptonization by means of 
pancreatic extracts and bicarbonate of soda. There is a wide¬ 
spread habit in practice to use this peptonizing process only for 
milk, and to add to it only the preparations of meat-peptones 
which are on the market. The freshly prepared peptonized broths 
and eggs are as easily made as is peptonized milk, and leave no 
uncertainty as to the amount given. One avoids also the use of 
alcohol, which is a prominent ingredient of most proprietary pep¬ 
tone foods. Alcohol is not a necessary part of nutrient enemata, 
and should not be added except for some special therapeutic reason. 
If the enemata are not well borne, or if the rectum becomes irrit¬ 
able from frequent use, some preparation of opium may be added, 
and with this assistance the rectal feeding may be continued longer 
than might be possible without it. 

It will be found if the water returned from the morning lavage 
be measured that a considerable quantity has been absorbed; this 
will vary somewhat, but it often amounts to half a pint. Such an 
absorption tends to diminish thirst and to lessen the amount of 
water demanded by the stomach. It is wise to make further use of 
this manner of supplying water to the system, and to inject into 
the bowel a half-pint of saline each evening an hour or so after 
the last nutrient enema has been given, with the idea that the wdiole 
amount will be absorbed. During the night the rectal feeding 
should be omitted, the patient be allowed to sleep, and the day’s 
routine as outlined be resumed in the morning. 

Gastric feeding may be resumed in mild cases within four days, 
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but in the severer forms of the disease it will be necessary to wait 
a full week or more. One should begin before the rectum grows 
intolerant, and should increase the use of the stomach gradually, 
while the use of enemata is discontinued in like manner. The 
first food to be given should be peptonized milk in small doses, 
at rather long intervals. The amount may be increased and the 
interval shortened until, by the end of a week, the patient will be 
getting a quart of peptonized milk during the twenty-four hours, 
and the rectal feeding may be stopped. The progress of the return 
to a normal diet should be a steady advance from this point on, 
with some daily change in order that the patient may feel that each 
day brings an improvement. About two weeks will be consumed 
in reaching this stage of the cure. The next four weeks will be 
spent in taking the patient through all the stages of diet which are 
characteristic of the feeding of infants during the first two years of 
life, and much benefit can be gained for patients with gastric ulcer 
from a study of the principles of infant feeding. The main point 
to be observed in increasing the diet is to make a single change 
at a time, no matter how simple, in order that if any distress or 
set-back follows, the new article of diet or the new method of 
administration may be ascribed as its probable cause. In this 
manner it is possible* to correct quickly any indiscretion in diet 
and to prevent serious relapses in the course of treatment. But 
the success of the whole cure depends more on the first step, the 
inauguration of a milk diet, than on any other detail of the treat¬ 
ment. The use of milk as an exclusive food is subject to much 
prejudice from the laity and to some misconception even from the 
profession. I believe it is possible to secure a milk which can be 
taken by anyone, and would insist on two main propositions : 
First, there is no method of furnishing a quickly prepared, palat¬ 
able peptonized milk, but the peptonized milk which is required 
for use in a cure for gastric ulcer, whether it will 'be used in the 
colon or in the stomach, requires the constant application of 
moderate heat for two hours for its preparation, and the product 
has a disagreeably bitter, unappetizing taste. Second, the modifi¬ 
cation of milk, by the dilution of top milk or cream, can furnish a 
milk of any desired composition. Milk can be so modified that 
low percentages of casein can be combined with normal or high 
percentages of sugar and butter fats. And such modified milks, 
either raw or peptonized, can be made to agree with any stomach, 
however peculiar the idiosyncrasy of the patient may be. 

The popular modification of milk by mixing it with lime-water 
or Vichy water gives a clue to a method which has been most suc¬ 
cessfully used with children. It is not so much the addition of 
the alkali, though that is a help to modify the curd formation, as 
it is the mere dilution, which is the essential part. Cows’ milk 
has an average constitution of fat 4 per cent., sugar 4 per cent., 
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casein 4 per cent., and its casein has the peculiarity of curdling in 
large lumps. This last peculiarity is usually considered the cause 
of the failure of the milk to agree, but the abundance of the curd 
is an equally important factor in causing milk indigestion and 
gastric irritation. Simple dilution of the milk removes the cause 
of the trouble, and the use of an alkali as a diluent tends to modify 
the size of the curd, but there is a loss by the same process in nutri¬ 
tive value by a like dilution of both the butter-fats and the milk- 
sugar. It will be found that stomachs which are the seat of ulcer 
will often bear fats well, and although cane-sugar is at times a 
source of acid fermentation, it is found that milk-sugar is usually 
well borne. The problem to secure a milk which will not irritate 
is, therefore, the same as that which has been solved for the arti¬ 
ficial feeding of infants, namely, to diminish the proteid and still 
keep the sugar and fat percentages the same as in normal cows’ 
milk. So much has been written on this subject of late years that 
it would be superfluous to go farther into detail. It is useless to 
leave the modification of the milk to the undirected efforts of the 
average attendant, trained or untrained, but a definite milk formula 
should be selected and modified as often as necessary. Another 
source of error can be found in the widespread fallacy that there 
is a rapid method of peptonizing milk, the scf-called “cold process” 
of proprietary advertisements. It seems absurd that it is necessary 
to deny the possibility of peptonizing milk by such a method. 

After the patient has reached the point where he is on an exclu¬ 
sive stomach diet of peptonized milk, the first advance is to increase 
the milk till he is taking two quarts or more a day. The next step 
will be to reduce the degree of peptonization. During the third 
week the peptonizing process should be cut down to half an hour 
or twenty minutes’ duration, and by the end of the fourth week 
the milk can be given raw, though modified in strength if originally 
necessary. During the third week, also, cooked cereal gruels may 
be added to the milk as part of the diluent. Barley, wheat, and 
oat flour may be used to advantage in this way. The fourth week 
will see added to the dietary crust-free bread, butter and boiled 
egg. One may add during the fifth week potatoes (baked or boiled), 
rice, boiled macaroni, custards, chicken, and sweetbreads. The final 
or sixth week of the cure the diet should be increased to include 
beef, mutton, green vegetables, light salad without vinegar, cooked 
fruits, and simple puddings. The patient will be allowed out of 
bed in the fifth week and even earlier in the mild cases. He should 
be encouraged to exert himself more and more each day, with the 
hope that he may resume his regular mode of life, except for cer¬ 
tain precautions which are essential to avoid a relapse. 

The disease tends to recur in new situations as well as relapse 
in the old, and the rules for a prophylactic diet and mode of life 
for these cured patients are most important, and their observance 
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must be insisted on for a long time. Such a patient must avoid 
frequent eating and drinking, and he must not overdistend the 
stomach with an excessive amount of food at any meal. He must 
eat slowly and masticate the food thoroughly. All hard food, 
like bread-crusts and fruit-seeds, and tough vegetables or meat- 
fibres, must be omitted in order that there may be no mechanical 
injury to the gastric mucous membrane. Alcohol in all its forms, 
spiced and highly cooked sauces and condiments, and even an 
excess of common salt are to be avoided in order that there may 
be no excessive chemical irritation of the stomach. Even after 
the patient has returned to work he must avoid overfatigue, both 
physical and nervous, and he should abstain from long journeys 
where he cannot control his diet and mode of daily life. 

A specific action in the cure of gastric ulcer has been attributed 
to certain alkalies and astringents and to two drugs of widely 
different qualities, namely, the subnitrate-of bismuth and olive oil. 
The alkalies would seem to have no more than antacid and possible 
laxative action, unless, perhaps, the insoluble calcium carbonate 
which has been suggested as a substitute for bismuth. The principal 
astringents which have been used are the perchloride of iron and 
the nitrate of silver. Both these drugs have a similar degree of 
astringent action by which the granulating surface will be stimu¬ 
lated to cicatrize, but the silver seems to have given the best results. 
The nitrate of silver solution must be introduced with a tube in 
order to reach the stomach in an active condition before it is pre¬ 
cipitated as an inert chloride. This alleged disadvantage of the 
silver salt would seem to be a distinct advantage, not that the 
nitrate becomes inert, but that by doing so it renders inert a cer¬ 
tain amount of the hydrochloric acid of the stomach juices. 

The use of bismuth in the treatment of gastric ulcer was sug¬ 
gested in the 60’s by Budd and Trousseau, but the definitive 
claim for a specific bismuth cure has been put forward particularly 
by Fleiner. Fleiner’s mode of procedure is as follows: To wash 
out the fasting stomach each morning until the water returns clear 
and is free from an acid reaction, and then to introduce through 
the tube six ounces of water, with which 2-h to 5 drachms of sub¬ 
nitrate of bismuth have been thoroughly mixed. As soon as the 
tube is withdrawn the patient should he down and rest quietly 
in such a position that the bismuth will gravitate toward the sup¬ 
posed site of the ulcer. After half an hour’s rest the patient should 
be given his breakfast. The result of such a treatment given daily 
should be immediately apparent in a diminution of the stomach 
distress and cessation of the pain, nausea, and vomiting. The 
time to begin the use of the bismuth is coincident with the return 
of gastric feeding after the initial period of starvation is ended, 
and should be continued for at least two weeks. Fleiner does not 
claim that the rest and the regulation of the diet can be omitted; 
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on the contrary, he states particularly that the bismuth is an aid 
to the regularly accepted routine as already detailed. Fleiner does 
claim for the bismuth cure, however, both an antiseptic and astrin¬ 
gent action, as well as a direct action to reduce the hyperacidity 
in addition to the mechanical protective effect of the large doses. 
Ewald, in the first edition of his Klinik, suggested the substitution 
of the insoluble carbonate of lime for bismuth, and Pariser has 
recently reported the use of a chalk, talcum, and magnesium mix¬ 
ture in place of bismuth, and with excellent results. The opponents 
of the bismuth cure have insisted on the disadvantages of its con¬ 
stipating effects, of its discoloring the stools, causing a possible 
oversight of slight melsena attacks due to small hemorrhages, and 
of the dangers of using the stomach tube in all ulcer cases. So 
far as the use of the tube is concerned, it is not an essential, for the 
bismuth mixtures can be given by the mouth direct, and it has been 
so given by Fleiner and others, but the other criticisms are not 
without their significance and weight. 

The olive oil cure of Cohnheiin is applied in the same manner 
as is the bismuth cure. The oil is introduced through the tube 
into the fasting stomach after a moderate lavage, before breakfast, 
in quantities of from two to four ounces, or it is given before the 
three principal meals without the use of the tube in doses of from 
one to two ounces. Cohnheiin claims that the oil forms a pro¬ 
tective coating to the ulcer, relieves the pain and vomiting and 
the tendency to pyloric spasm, allows the patient to be fed, and 
itself acts as a food, and finally that it checks the secretion of acid. 
His reports would prove that the milder cases can be treated under 
this oil regimen by simply adding a regulated diet and without 
any attempt at a rest cure. 

Both of these drugs may be given direct by mouth, and have been 
so used by their adherents, but they require the use of the stomach 
tube to apply them to the best advantage. This will raise an imme¬ 
diate opposition on the part of many clinicians who have a decided 
reluctance to introduce a tube into a stomach known to be the 
seat of an ulcer. It is a difficult task to decide what degree of danger 
attends such a procedure. If ordinary precautions are taken not 
to distend the stomach, and not to get too great a pressure by 
limiting the height of the funnel to the level of the head of the 
patient, one can ignore the possibility of a perforation of an ulcer. 
The likelihood of causing a hemorrhage is quite another question. 
It is doubtful if every clinician has not at some time washed bright 
blood out of a stomach as a result of the straining and retching 
due to the irritation of his siphon tube. Such accidents are regu¬ 
larly slight and of no consequence, but at least two authorities 
have recorded fatal hemorrhage which they believed to be due 
solely to a gastric lavage. It would seem wise to try the gastric 
lavage in any case where it was desired to give the patient the 
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benefit of a thorough bismuth or oil cure, and only to desist upon 
the occurrence of bleeding, as a consequence of the treatment. Of 
course, cases which have been bleeding spontaneously in the recent 
past would also be excluded from such procedure. 

The treatment of special symptoms and complications forms 
an interesting and important chapter in the history of this disease. 
The local subjective symptoms of nausea, vomiting, epigastric dis¬ 
tress and pain, are best treated by the treatment of the ulcer itself. 
They usually disappear during the starvation period which should 
inaugurate every cure. When they return during the course of . 
the treatment they are to be considered as danger signals that the 
treatment has progressed too rapidly and that that individual 
case must be set back to an earlier period of the cure. Neverthe¬ 
less, these symptoms may require other remedies for their relief 
than the bismuth, silver, oil, etc., which have been discussed. 
Antiemetics will often prove of benefit, and anodynes, as codeine, 
cocaine, and anaesthesin will often control attacks of gastralgia, 
while morphine should be avoided because it tends to increase 
acidity. The regular habit of these patients, especially those who 
have a condition of hyperacidity, is constipation. The most efficient 
drugs to combat this condition are the alkaline salines, prominent 
among which Carlsbad water anti salts must be mentioned. Such 
an aperient given each morning before breakfast is usually suffi¬ 
cient. If there be any serious accumulation in the colon, it may 
be relieved by the use of oil or water enemata. The conditions of 
thirst and of hunger which are largely due to the treatment itself 
have been discussed before. The condition of amemia will require 
general treatment, and iron will be needed. One can use the 
pyrophosphate with considerable confidence of having no irritating 
effect It may be used during the rest-cure treatment as soon as 
the patient has begun to add other articles of food to his milk diet. 

The most constant accompanying gastric complication is an 
hyperacidity. This may be overcome in a purely symptomatic 
way by neutralizing the acid, or the more permanent method of 
modifying its formation may be adopted. The secretion of the 
acid may be checked and in large measure controlled by the use, 
of atropin or belladonna. The same result may be secured by the 
use of bismuth, of oil, and of fatty foods generally, or by irriga¬ 
tions of silver nitrate, as has been already described. The adher¬ 
ents of the oil cure of Cohnheim claim that this simple treatment 
will overcome most cases of pyloric spasm, even when associated 
with tetany. Such a procedure demands a trial for no other reason 
than for its simplicity alone. Two other complications are purely 
surgical in their treatment: the late complication of gastric ulcer, 
a cicatricial pyloric stenosis, with its consequent motor insufficiency, 
and a perforation of the stomach, with peritonitis. Surgery can 
cure the first, and it is a modern triumph that some degree of sue- 
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cess is offered in the second, in which form of perforative peritonitis 
von Ziemssen thirty years ago could only advise as complete an 
euthanasia as possible. 

There remains to be considered the treatment of hemorrhage 
from the site of an ulcer. This complication may present itself in 
different degrees of severity. The mildest cases of bleeding in 
which the amount of blood lost is insignificant may be considered 
as mere incidents in the course of a disease which is running along 
smoothly. After any loss of blood which amounts to more than 
the merest shreds or stains in mucus, discoverable perhaps only 
by careful chemical analysis of the stools, it is wise to take pre¬ 
cautions to avoid irritating food for a day or so. If the blood can 
be measured by the ounce, a period of fasting should be insisted on 
as an initial therapeutic measure. This complication is often the 
first symptom to make these patients realize the severity of their 
disease, and the therapeutic measures of rest, starvation by stomach, 
and rectal feeding are frequently begun shortly after a more or less 
severe attack of haematemesis. If the hemorrhage is not repeated, 
even if it amounted to a pint or more, the regular routine treatment 
may proceed without a setback. The hemorrhage may become 
continuous, or it may be repeated at short intervals in spite of 
treatment, and may demand surgical interference within a few 
hours. The bleeding may occur at longer intervals, and possibly 
be associated with each attempt to begin gastric feeding. Such 
cases present the most difficult question for decision, whether to 
call on the surgeon for help or to continue medical treatment. A 
single large hemorrhage, causing death in a few minutes, is also 
a possibility, and such a complication is, of course, beyond either 
medical or surgical help. 

The medical treatment of active gastric hemorrhage is simple, 
but often inefficient, and is directed to giving the blood an oppor¬ 
tunity to coagulate, and thus to plug the bleeding point. Absolute 
rest, local application of ice to epigastrium, and the giving of pieces 
of ice to be swallowed whole, are of some benefit. The stomach 
should be allowed to contract, and if it be filled with clots a stomach 
tube should be inserted and the organ emptied. There is only one 
drug which is of service: the hypodermic use of morphine controls 
the restlessness and air hunger, keeps the patient quiet, and sup¬ 
ports the heart action. The use of alcoholic stimulants is contra¬ 
indicated, and cardiac whips are decidedly injurious. The loss 
of fluid and the consequent thirst may be overcome by means of 
saline enemata. A pint of normal saline solution may be injected 
into the rectum at hourly intervals, with a fair prospect of its com¬ 
plete absorption, and such enemata may be repeated with advan¬ 
tage for ten or more consecutive hours. A due appreciation of the 
probabilities of the success of surgery in these cases of hemorrhage, 
and the utter helplessness of medicine, and of surgery also, unless 
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the case is undertaken early, will change the medical habits and 
improve the surgical results of the past. 

During the past ten years there have been 52 cases of gastric 
ulcer admitted to the wards of the New York Hospital. Of these 
35 were treated in the medical and 17 in the surgical wards. Of 
the 52 cases, four were relapses in cases previously treated, so 
that there were fifty-two admissions of forty-eight persons. Of 
the 52 cases, eleven died, which is a mortality of 21.15 per cent, 
in all cases. 

Of the 35 cases in the medical wards 30 had hsematemesis, two 
of whom died; three abandoned treatment in from two to four 
days, and were discharged unimproved, and the remaining two 
were cases of relapse occurring without hemorrhage. The details 
of the 4 cases of relapse are as follows: 

Case I. was operated on for general peritonitis caused by a per¬ 
forated gastric ulcer in November, 1895, and was treated in the 
medical division for a relapse without hsematemesis in October, 
1896. 

Case II. was cured by operation for a general peritonitis, due 
to a perforated gastric ulcer, in February, 1898, and was treated 
in the medical wards for a recurrence without hemorrhage in 
October, 1898. 

Case III. was discharged improved from the medical wards after 
thirty-nine days’ treatment in February, 1902, and died in the 
surgical service after an operation of gastroenterostomy to relieve 
a cicatricial pyloric stenosis, in September, 1902. 

Case IV. was discharged improved after thirty days’ treatment 
in the medical division in October, 1897, and returned for treat¬ 
ment in March, 1899, but left dissatisfied four days after admission. 

Of the 17 cases admitted, or transferred to the surgical division, 
3 were admitted moribund, suffering from a general perforative 
peritonitis, and all died without interference. The 14 cases operated 
on should be classified as follows: 1 case died after an operation 
to relieve a cicatricial stenosis, as stated above; 2 cases were oper¬ 
ated on for “ gastralgia,” and in both healed ulcers only were 
found; both were discharged cured; 3 cases were operated on for 
hemorrhage, and of these 2 recovered and 1 died; and finally, 8 
cases of peritonitis due to a perforated ulcer of the stomach were 
operated on, with a mortality of 50 per cent.—4 cases recovered 
and 4 died. The statistical facts of these few cases do not allow 
of any particular generalization except to emphatically point out 
the fact that surgical procedure offers in certain cases the only 
road to recovery. 



